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Abstract 
Background: Despite increasing recognition of the high burden of suicide deaths in low- and middle-income 
countries, there is wide variability in the type and quality of data collected and reported for suspected suicide deaths. 
Suicide data are filtered through reporting systems shaped by social, cultural, legal, and medical institutions. Lack of 
systematic reporting may underestimate public health needs or contribute to misallocation of resources to groups 
most at risk.
Methods: The goal of this study was to explore how institutional structures, cultural perspectives on suicide, and per-
ceived criminality of self-harm influence the type and quality of suicide statistics, using Nepal as an example because 
of its purported high rate of suicide in the public health literature. Official documentation and reporting networks 
drawn by police, policy makers, and health officials were analyzed. Thirty-six stakeholders involved in various levels of 
the death reporting systems in Nepal participated in in-depth interviews and an innovative drawn surveillance system 
elicitation task.
Results: Content analysis and social network analysis revealed large variation across the participants perceived net-
works, where some networks were linear pathways dominated by a single institution (police or community) with few 
nodes involved in data transmission, while others were complex and communicative. Network analysis demonstrated 
that police institutions controlled the majority of suicide information collection and reporting, whereas health and 
community institutions were only peripherally involved. Both health workers and policy makers reported that legal 
codes criminalizing suicide impaired documentation, reporting, and care provision. However, legal professionals and 
law review revealed that attempting suicide is not a crime punishable by incarceration. Another limitation of current 
reporting was the lack of attention to male suicide.
Conclusions: Establishment and implementation of national suicide prevention strategies will not be possible 
without reliable statistics and comprehensive standardized reporting practices. The case of Nepal points to the need 
for collaborative reporting and accountability shared between law enforcement, administrative, and health sec-
tors. Awareness of legal codes among health workers, in particular dispelling myths of suicide’s illegality, is crucial to 
improve mental health services and reporting practices.
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Background
Suicide is one of the fastest-growing and least-under-
stood causes of death, particularly in low and mid-
dle-income countries [LMIC] [1, 2]. Globally, suicide 
accounts for one million deaths per year, with the major-
ity of the burden in LMIC [2]. The World Health Organ-
ization (WHO) Action Plan calls for a reduction of 
suicide mortality by 10 % globally [3]. This initiative and 
other efforts to reduce mortality and morbidity associ-
ated with suicidal behavior require quantitative evidence 
to reliabily document the severity of the problem, the 
major risk groups involved, and the impact of preven-
tion efforts. This practice—public health surveillance—
has been defined as “the systematic, ongoing collection, 
management, analysis, and interpretation of data fol-
lowed by the dissemination of these data to public health 
programs to stimulate public health action,” (page 3) 
[4]. Suicide and suicidal behavior, however, are notably 
challenging to reliably track in surveillance systems. The 
difficulty in documenting suicide has contributed to the 
lack of initiation and sustainment of suicide prevention 
programs globally [5]. Worldwide, violent death report-
ing systems require significant improvement to provide 
reliable data to design and implement programs [6, 7]. 
LMIC in particular lack the capacity to accurately track 
such deaths [8]. High-income countries also struggle 
to accurately and timely capture violent deaths [9–13]. 
Violent death surveillance systems are often complex, 
requiring the coordination of health, legal, and adminis-
trative systems, as well as the cooperation of families and 
informants [14, 15]. Mental health systems are emerg-
ing in LMIC, and this is an ideal time to examine suicide 
surveillance and its incorporation into mental health 
system strengthening and other development strategies 
[16–18].
State-generated official estimates of suicide are largely 
under-representative due to misclassification, stigma, and 
little technical capacity [19–22]. Suicide data are filtered 
through reporting systems shaped by social, cultural, 
legal, and medical institutions. Bureaucratic documenta-
tion serves many roles including categorical derivations 
of disease and cause of death [23–27], exertion of global 
economic governance [28], power distribution [29–31], 
and validation of personhood [32, 33]. Macro-level (e.g., 
multi-national agencies, often deployed as development 
organizations such as USAID, UNICEF, etc.)  and insti-
tutional labeling practices (e.g., cause of death, disease 
classification, birth/death counting) frame experiences at 
lower social levels, including the community, family, and 
individual [8, 26, 34].
Nepal represents an important example for the chal-
lenges of suicide surveillance. Recently, the suicide rate 
among women 15–45 years old in Nepal was found to be 
28/100,000, and suicide is the leading cause of death in 
this demographic group, accounting for 16 % of mortal-
ity [35]. Compared to the female suicide rate in the US 
(5.5/100,000), the speculated burden is incredibly high. 
Precipitants were postulated to include lack of education, 
being married, poverty, gender-based violence, and belief 
in karma; however, these findings are limited to a small 
sample of women so that little is known about male sui-
cides [36].
Despite growing recognition of the high burden of 
suicide deaths in LMIC [2] and an alarming level of 
suicide among Nepali women specifically [35], Nepal’s 
Ministry of Health does not systematically collect 
nor report on suicides [36–38]. In 2011, Pradhan [36] 
described the incongruent reporting between health 
and law enforcement data systems within Nepal’s insti-
tutions responsible for capturing information related 
to death. Given that women’s suicides in Nepal are per-
ceived as a public health crisis, the lack of systematic 
documentation processes to characterize the preva-
lence and risk factors is striking and of urgent concern 
to public health and international agencies. Accord-
ing Pradhan and colleagues [36], suicide is illegal, and 
the legal system is responsible for capturing, charg-
ing, and reporting all such deaths. Nepali police report 
some suicide deaths, however a follow up study found 
large institutional differences in reporting practices. 
For instance, in 2010, police records officially report 
far more suicide deaths (3990 suicide deaths) than 
the Ministry of Health (6 reported deaths) [39]. Addi-
tionally, they reported many more male suicides than 
female, which contrasts with community based findings 
of high rates among women. As there is not yet a com-
prehensive vital registration system in Nepal, national 
level suicide data are not systematically collected and 
no suicide mortality data are reported by the World 
Health Organization [40, 41]. However, in 2014, the 
WHO has modeled a 2012 predicted suicide rate for 
Nepal, ranking it 7th in the world at 24.9 per 100,000, 
the 3rd highest for women (20 per 100,000), and 17th 
for men (30.1 per 100,000) [42].
To date, despite one report of a remarkably high suicide 
burden in Nepal, no such studies have investigated state-
generated data nor the role central level governance sys-
tems play in the detection and reporting of suicide deaths 
and attempts. Suicide deaths are unique in that they are 
documented both as a legal and health issue. Commu-
nication across agencies is essential to better address a 
poorly understood leading cause of death worldwide. 
This study extends social network methods through a 
qualitative lens in an effort to provide critical insights 
into the system level actors charged with detecting and 
reporting such deaths. Such an approach can uncover 
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ways in which institutions impinge on prioritization and 
perceptions of suicide as a health problem through domi-
nance, discrimination, power, and control [43].
The current study seeks to better understand barri-
ers to suicide reporting in Nepal and challenges in the 
data chain linking self-inflicted deaths to Ministry of 
Health and Population documentation and ultimately 
to international reporting for global institutions such as 
the World Health Organization. Following the model of 
similar studies which have incorporated anthropologi-
cal methods to investigate health system documentation 
and reporting [44–48], we conducted in-depth interviews 
with stakeholders involved in various levels of the death 
reporting systems in Nepal to explore the perceptions, 
practices, and politicization of suicide reporting. Picto-
rial depictions of surveillance pathways were also elicited 
to gain a more textured understanding of how report-
ing frameworks were believed to function across varying 
institutions (legal, health, development, and community). 
This study seeks to analyze networks drawn by police, 
policy, and health officials in order to better understand 
vital surveillance in Nepal and investigate how institu-
tional networks affect how suicide deaths might be (un)
documented and (un)reported within varying institu-
tions. This study offers a novel approach to understand-
ing health and information systems in a resource poor 
setting, where infrastructure and documentation are 
limited.
Methods
Setting
Nepal is a low-income, post-conflict, South Asian coun-
try with a population of 27 million people; it is also a 
country disproportionately impacted by suicide com-
pared to high-income countries and LMIC in other world 
regions [1]. 80 percent of Nepal’s population resides in 
rural areas often is characterized by poor access to physi-
cal health care, limited mental health services, and high 
rates of poverty and illiteracy [49]. Maternal and child 
health outcomes are poor (Suvedi et al. [35]), and women 
often lack agency in Nepal’s patriarchal society and are 
often victims of domestic violence [50]. In addition to 
chronic socioeconomic and health problems, the country 
suffered a decade-long civil war from 1996 to 2006, halt-
ing health system development and further straining rela-
tionships between communities and police officers. The 
country’s capital, Kathmandu, was chosen as the study 
site as it houses the central-level government facilities 
and international organizations responsible for health 
and legal system development and management. Nepal’s 
health system is still developing and remains dependent 
on foreign development aid and private investment [51].
Sampling and methodological framework
Ethnographic fieldwork was conducted in Kathmandu, 
Nepal. Fieldwork consisted of participant observation in 
health, development, and legal institutions as well as key 
informant interviews [52]. Health system and legal pro-
fessionals were recruited through purposive sampling in 
order to elicit popular constructions of how the current 
death surveillance system functions, where perceived 
gaps may exist and potential strategies to improve the 
coverage, accuracy, and functionality of the system. The 
sampling procedure sought to maximize variation across 
institutions involved in fatal events (police force, govern-
ment health system, Ministry of Health and Population, 
clinical caregivers) and institutional levels. The sam-
ple was sufficient to stratify by institution [53]. Levels 
were stratified into three categories according to Singer 
and Baer’s critical medical anthropology and world sys-
tems framework: (1) the macro (multilateral agencies 
that enact power across global systems), (2) the meso 
(large national bodies that oversee country priorities and 
polices and may communicate with macro bodies), and 
(3) the micro (organizations operating between country 
and community levels) [54, 55]. For the purpose of this 
analysis, macro-level agencies were labeled as ‘develop-
ment agencies’, per the common development and assis-
tance agenda such institutions employ.
Semi‑structured interviews
Thirty-six semi-structured interviews were conducted 
across law and health system levels including multilateral 
organizations (WHO, World Bank, Institute of Migra-
tion), foreign aid agencies (DfID; USAID), government 
ministries (Ministry of Health and Population, Ministry 
of Home Affairs), healthcare institutions (government 
hospitals, academic hospitals), legal and law enforce-
ment institutions (district police, national police acad-
emy), and nongovernmental organizations (mental health 
and psychosocial organizations, advocacy organizations) 
(Table  1). Interviews elicited perceptions of the existing 
surveillance system, communication across and within 
institutions, how suicide cases are handled and docu-
mented, existing challenges hindering optimal system 
functioning, and specific suggestions for system improve-
ment. State-generated data (including the Nepal National 
Police and Ministry of Health annual reports) were also 
reviewed to assess morbidity  and mortality indicators 
related to suicide.
Interviews lasted between 1 and 2  h and were con-
ducted in either Nepali or English at the preference of the 
respondent. The first author conducted all interviews and 
was accompanied by a Nepali research assistant fluent in 
English. The research assistant was trained in interview 
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and translation protocols as well as ethics. All interviews 
were transcribed into English, systematically coded, and 
analyzed in MaxQDA 11. A codebook was developed to 
identify common themes and coded all textual data as 
outlined by Bernard [56]. Thematic analysis was employed 
to identify typical and atypical examples of each theme 
[52]. Data validation was conducted by having team mem-
bers scrutinize themes, their descriptions, and exemplars. 
Nepali colleagues were consulted to verify our interpreta-
tion of the data. Text analysis of the accompanying inter-
views provided context, descriptions, and elaborations 
surrounding the current system in Nepal and perspectives 
on challenges and improvements across sectors.
Descriptive social network analysis
Social network analysis can be used to not only show the 
ties among actors in a system, but also the impact that 
relationships among actors can have on decision-making, 
flow of information and the overall structure of a soci-
ety [57–60]. Only recently has social network analysis 
been employed to better understand the supply, demand, 
flows, and social dynamics of information within health 
Table 1 Semi-structured interview participant characteristics
Subject# Category Facility Occupation Gender Age
1 Administrative Government Ministry Statistician Male 40–49
2 Administrative Government Ministry Surveillance director Male 40–49
3 Administrative Multi-lateral organization Program researcher Female 30–39
4 Administrative Multi-lateral organization Department director Female 40–49
5 Administrative Multi-lateral organization Program coordinator Female >50
6 Administrative Multi-lateral organization Development officer Male 30–39
7 Administrative Multi-lateral organization Technical advisor Male 30–39
8 Administrative Multi-lateral organization Technical advisor Male 30–39
9 Administrative NGO Researcher Male 30–39
10 Administrative NGO Researcher Male 30–39
11 Administrative Village Development Office Data clerk Female 40–49
12 Health Academic hospital Psychiatrist Male 40–49
13 Health District Health Office District health officer Male >50
14 Health Government Ministry Statistician Male 40–49
15 Health Government Ministry Director Male 40–49
16 Health Government Ministry Information management Male 40–49
17 Health Government Ministry Epidemiologist Male >50
18 Health Government Ministry Retired official Male >50
19 Health Multilateral organization Psychosocial lead Male 30–39
20 Health National Hospital Head nurse Female >50
21 Health National Hospital Psychologist/professor Female 40–49
22 Health National Hospital Psychiatrist resident Male 30–39
23 Health National Hospital Psychiatrist Male 40–49
24 Health National Hospital Professor and psychiatrist Male >50
25 Health National Hospital Psychiatric resident Male 30–39
26 Health NGO Psychologist Female 30–39
27 Health NGO Program manager Female 30–39
28 Health NGO Psychological counselor Female 30–39
29 Health NGO Psychosocial worker Male 40–49
30 Health NGO Researcher Male 40–49
31 Health Private Hospital Director Male 40–49
32 Legal Lawyer Lawyer Male 20–29
33 Legal Police Division director Female 30–39
34 Legal Police High-ranking official Female 40–49
35 Legal Police High-ranking official Male 40–49
36 Legal Police Police officer Male 40–49
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systems [61]. Particularly in developing contexts, such 
as Nepal, it is important to understand how increasingly 
complex information is being collected, assessed and 
shared. Social network analyses within health systems 
can offer unique insight into where information might be 
shared, lost, or biased.
For network analysis, two research questions were 
explored: (1) What institutions ‘create’ and ‘control’ 
data transfer and communication of suicide deaths? and 
(2) how do perceived death surveillance networks vary 
across institutional informants?
To gain a better understanding of the formal and infor-
mal health surveillance system, a sub-sample of key 
informants (n = 23) were asked to hand draw, to the best 
of their knowledge, how deaths due to suicide were dif-
ferentiated and documented. They were asked to include 
data pathways and repositories so that comparisons 
could be made between the ‘official’ death surveillance 
system with how it is understood and followed by those 
implementing it. Finally, subjects were asked to note the 
communication pathways suicide data traveled through, 
from initial informant interviews (discussion with fam-
ily/surrounding community) to the ‘final’ resting point 
of data. This process provided insights into perceptions 
of formal data collection processes across institutions, as 
well as perceived opportunities and challenges amongst 
communication and data sharing pathways.
A codebook was created to indicate the institution 
(police, health, or community) and the level at which the 
institution worked (macro, meso, micro). Informant-gen-
erated pictorial data were coded for actors included in 
the informant’s network and noted for which institutions 
were responsible for nodes of data collection and transfer. 
All codes were translated into a numeric ID that was con-
sistent across all networks. An edge list was then created 
to indicate each directed ‘tie’ within the informant’s per-
ceived network. The resulting edge list was uploaded into 
R Studio Version 0.98.1062 as an array of 23 matrixes, 
each representing the digitized version of the hand-
drawn network. Each matrix contained 13 by 13 possible 
institutional ties. Multiple ties were possible. Networks 
were descriptively assessed for presence/absence of insti-
tutions and centrality of actors as conceptualized and 
measured by Freeman [58, 62]. To determine the extent 
to which each institution was involved in the ‘control’ 
of suicide-related data, betweenness was calculated for 
each institutional category within each network and then 
averaged across informants. In social network analysis, 
betweenness is a commonly used measure that indicates 
how much a node is located on the path between other 
actors [58]. Nodes serving as a ‘bridge’ or ‘connector’ 
between many other actors are considered to ‘control’ 
information and communication within the network.
Ethics approval and consent to participate
All aspects of the study received approval by Ari-
zona State University’s Institutional Review Board 
(STUDY00000945) and the Nepal Health Research 
Council (NHRC Reg. No 290/2014), the government 
body responsible for authorization of health research in 
Nepal. Participants provided written consent for par-
ticipation in the study and the publication of the find-
ings. The research was conducted in collaboration with 
Transcultural Psychosocial Organization (TPO) Nepal, a 
research-oriented nongovernmental organization head-
quartered in Kathmandu.
Results
Overview of reporting and documentation process
According to the Nepal Ministry of Health and Popula-
tion, health data are aggregated from the local health 
post, to the district health office, and then sent monthly 
to the Health Management Information Section (HMIS) 
in Kathmandu where they are converted into electronic 
records. Paralleling this system, is an administrative 
pathway. All births and deaths are to be reported to the 
local ward office, village development committee (VDC) 
or municipality office, depending on proximity. To con-
firm the death, a staff member comes to the home of the 
deceased where the reporter must collect at least seven 
individuals that personally knew the decedent. The death 
is then certified in front of the seven witness and reported 
back to the VDC office. These reports are aggregated 
monthly and sent upwards to the District Administrative 
Office, and, eventually, the Central Bureau of Statistics. 
From here, many developing countries report all births, 
deaths, and other important health indicators to the 
World Health Organization; however, Nepal is not cur-
rently able to enact this reporting pathway because a for-
mal vital surveillance system does not exist. The reporting 
pathways for a suicide death are outlined in Fig. 1.
Based on the interviews with police, members of the 
health system, government workers, and other stake-
holders, we extracted information on stakeholder roles, 
the legal requirements for that stakeholder group, the 
group’s definition for suicide (if any), and the barriers to 
documenting and reporting suicides (see Fig. 2; Table 2). 
Examples in the variation in perceptions of reporting 
practices are displayed in Fig. 3.  
Institutional roles and procedures
Role of police in confirming suicide events
The Nepal Police, who are under governmental body 
of the Ministry of Home Affairs, are tasked with deter-
mining suicide death and reporting them [63]. Per the 
Muluki Ain (Nepal’s General Code outlining all civil 
and criminal law), there is no provision criminalizing, 
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defining, nor punishing suicide. It does make reference 
to the procedural investigation of all homicides and sus-
picious suicides. Although suicide is not illegal, suicides 
were consistently reported as a ‘criminal’ and ‘legal issue’ 
by the majority of health informants, and the confirma-
tion, investigation, and communication with the fam-
ily and victims is mainly conducted through the police, 
with little input from clinicians. District and national 
Fig. 1 Reporting pathways through governmental health, police, and administrative systems
Health 
•Paents do not present to 
healht facilies
•Missing history of 
suicidality in paent charts
•Human error in paper-
based reporng
•Suicide not included in 
local reporng forms
•Postmortems are 
incomplete, suicide 
intenonality not 
menoned
•Data are not reported to 
WHO
•Informaon is not shared 
across ministries
Police
•Deaths unreported or mis-
reported to police 
authories
•Suicide is perceived as 
illegal
•Police reports are 
incomplete
•Human error in 
handwrien paper-based 
data transfers
•Informaon is not shared 
across ministries
Administrave
•No incenves to report 
deaths
•Only natural deaths are 
recorded
•Specific cause of death not 
menoned in any 
documentaon
•Deaths are not 
comprehensively reported 
to central data repository
•Informaon is not shared 
across ministries
Fig. 2 Summary of barriers to reporting pathways for suicide deaths
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police officers depicted the informational chain as origi-
nating with a family or community report of a death fol-
lowed by the initiation of formal procedures to collect 
evidence (both physical and verbal). Police then com-
plete  several reports (an initial brief inspection report 
detailing the day, time, location, and individuals involved, 
a subsequent longer report, a request for a post-mortem 
report from a certified hospital, and a full report with 
complete case details that can only be completed after 
the case is closed. Reports are transcribed at the dis-
trict office and sent via post or email to the Zonal Police 
Office, the National Police Headquarters in Kathmandu, 
and the District Court through the Attorney General (see 
Fig.  4 for governing units of Nepal). Districts may vary 
in documentation sharing processes, whereby some are 
hand-written and hand delivered and others must travel 
through the post. Local reports are often collected over 
phone/radio from a remote ward and then input by a 
clerk at the District Headquarters.
A police officer explained the procedure, “We put the 
investigation reports in our register. We have a very big 
register and we keep all the data in that book. It’s all 
on paper. That’s the major problem here. I was scared, 
when you asked me about suicide. I thought, ‘Oh my 
god, now I have to ask somebody to count everything.’” 
Although one district office stated that all the records 
were input into computers, they always handwrote a 
report, citing the mistrust of easily manipulated elec-
tronic records and unreliable and inadequate electricity 
that limits use of computers. Reports remain in the Dis-
trict Police office for 2 years in a folder, after which the 
case is officially closed and reports stored in sacks on 
top of filing cabinets. Every police officer interviewed 
stated that the police captured “all unnatural deaths,” 
even in remote rural areas. If a family did not want to 
report a suicide, the neighbors would notify the police 
because it was “the law.”
A suicide case and all subsequent reports require sig-
natures (or finger prints if illiterate) of five witnesses, 
although police investigators stated that three is some-
times sufficient. These are usually the family and neigh-
bors of the deceased. The process is exhausting and time 
consuming, for both the family and the officers, and 
often results in unanswered sections of police reports, 
particularly the history of the decedent’s death. A high-
ranking police official noted that a big challenge with the 
Health
Administrave
Legal
Community
District 
Health Officer
Government Hospital 
Psychiatrist
NGO Counselor
DFID Staff
WHO Officer
Fig. 3 Digitized hand-drawn surveillance network samples from five informants
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documentation process was that local police officers fail 
to properly investigate suicides:
The local officers are not serious when collecting the 
data for a suicide case. There is no training at all on how 
to respond to suicide. Because we don’t have training, 
because in most of the suicide cases we don’t know the 
reason, the officers don’t write it. Our police in the field, 
many are not doing it [because], it is so easy to [instead] 
write that they ‘could not find the motivation for suicide.’ 
The form is very good, but they fill it out very badly. They 
don’t bother to know the reason behind the suicide. Even 
when I ask them, they say, ‘Oh, there is no suicide note, 
so how do I know why she did it?”
Some officers went on to discuss the lack of training in 
the force regarding how to deal with sensitive cases like 
suicide. There is “no proper training to handle the suicide 
case. That would be helpful. Our police officers should 
get counseling training, how to make the witnesses more 
comfortable. But it requires time and patience, and that is 
hard.” These issues result in incomplete case reports and 
a limited picture of suicides within particular districts, 
particularly in rural areas.
Finally, officers pointed to one of the biggest challenges 
with confirming a suicide or determining the intent, as 
many families tried to hide, mask, or blame others for 
a death. One high-ranking police official explained the 
Fig. 4 Governing units of Nepal with corresponding police, administrative, and health institutions
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complications with families, particularly in the case of 
female suicides.
There is always a dispute in case of suicide in women. 
If there is a girl, or domestic helper, or daughter-in-
law, and she committed suicide, then there will be 
an issues. Like, maybe she was raped and murdered, 
maybe the in-laws killed her or hanged her. These 
issues are raised normally amongst the families 
involved, and it is very, very-very difficult to differ-
entiate, and sometimes there will be very, very-very 
huge pressure so that sometimes we have to arrest 
in-laws. We don’t have choice.
The officer then explained the case of a domestic helper 
who died by suicide. Immediately, activists surrounded 
the police station and gave massive pressure, “so we had 
to arrest the house-owners for suspected murder, even 
though it was a suicide.” The pressure exerted by the pub-
lic had clear influence on the way police cases were han-
dled in urban areas.
Medical‑legal cases: the minimal role of the health sector
The health system’s role in suicide-related cases was 
reported to be three-fold: (1) clinical care for live cases 
following an attempt; (2) clinical examination of the 
dead body for post-mortem; and (3) data collection and 
reporting related to suicidal behaviors. The latter is the 
responsibility of Nepal’s Health Management and Infor-
mation Section (HMIS) under the Ministry of Health 
and Population (see Table 3 for existing HMIS indicators 
related to suicide).
We interviewed several top-ranking officials within 
HMIS to better understand how suicide information 
was, or was not, collected, prioritized, and distributed. 
Currently, HMIS does not systematically report suicide 
deaths. When asked if such an indicator was important, a 
high-ranking health official replied:
I have been here [HMIS] for 15 months, and no one 
has asked about suicide; no one has asked why there 
is no data, so I do not know. This is the first time I 
have heard about this, and I have worked in health 
for 3  years. I remember, I presented this [suicide] 
report in several forums in health planning meet-
ings, but after the discussion, nobody was asking or 
willing to know; there was no interest or recommen-
dation to capture suicide data in the system. Among 
10 causes of death, we know it is number one for 
women, but the other nine are where everyone is con-
centrating on, like calcium deficiency. Maybe I will 
explore it, but no one is willing to do this research or 
finding the cause.
When prompted to describe the health system’s role in 
data collection related to suicide deaths, most informants 
initially touted that it was the police system’s responsi-
bility to collect such data. The term ‘medical-legal’ was 
used constantly in our conversations to emphasize that, 
although this was a death, it was one that ‘belonged’ to 
the police, not the physician. Doctors specifically dis-
cussed how complicated it was to ‘record’ such deaths, 
and that they were legally not allowed to make such a 
call. Suicides often only appeared in the health system if 
they were brought in for a post-mortem, however, only 
a few health centers (Government District Hospitals and 
some Primary Health Centers) are qualified to conduct 
such exams. Oftentimes, young physicians staffing rural 
primary health centers are charged with conducting all 
the post-mortems for the police, and rarely are they spe-
cifically trained in how to identify suicidality. Moreover, 
clinicians insisted that it was not ‘legal’ for them to mark 
the ‘cause of death’ as suicide, as that was the responsibil-
ity of the police. Rather, they were simply charged with 
identifying the manner of death (e.g., cardiac failure, 
asphyxiation). In fact, informants that were tasked with 
post-mortems in their early career cited that the great 
majority of all deaths they assessed were suicides. Some 
clinicians that performed autopsies agreed that they 
could not speculate on the intention related to the death, 
as they only “saw the dead body in the exam room.” How-
ever, others mentioned that it was often easy to tell if the 
wounds were self-inflicted or not, but they had no power 
to make such a declaration. Despite physicians having 
the ability to discuss circumstances with family members 
for more information, this communication platform was 
rarely pursued.
Because the autopsy reports were ‘medico-legal’ 
documents, they ‘belonged to the police’ and were not 
included in the HMIS report. When asked if the inform-
ant believed these should be integrated into HMIS, all 
unanimously agreed ‘yes’ but then cited complications of 
Table 3 Suicide-related and unidentified intent indicators 
in Nepal’s health management and information system
a Burn and other detailed injuries not included. All self harm indicators are 
included
ICD‑10 codea Disease description
X60 Intentional self-poisoning by exposure to non-opioid 
analgesics, antipyretics and antirheumatics
X68 Intentional self-poisoning by and exposure to pesticides
X70 Intentional self-harm by hanging, strangulation and 
suffocation
X78 Intentional self-harm by sharp object
T60 Toxic effect of pesticides
T62 Toxic effect of other noxious substances eaten as food
T65 Toxic effect of other and unspecified substances
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implementing such a rule. Doctors, more than any other 
group of informants, declared that there was no report-
ing system for suicide cases. A psychiatrist laughed and 
stated, “In Nepal, there is no reporting system. Suicide 
cases are only reported if it goes to the police. Maybe that 
happens in the big hospitals, but it’s rare in the commu-
nity.” He went on to describe why it is so difficult to inte-
grate private institution data into HMIS:
In Kathmandu, urban hospitals are supposed to 
report the cause of death, but the majority of health-
care is not provided by the government hospital. So, 
the private hospitals are not advised to accurately 
report to the government. Most of the hospitals don’t 
have internal recording systems and don’t have way 
to report it either. Our clinic [is] supposed to report 
every 3 months, but there is no check and balance. 
Even now there is no proper medical record which 
includes the name, cause of illness, treatment, and 
advice given to the patient. We don’t keep medical 
records, so when it comes time to report, I have noth-
ing to go off of. So I just report what I remember. An 
HMIS mechanism should exist, but it doesn’t, not in 
the private clinics.
While HMIS does have ICD codes within their sys-
tem for suicide deaths, the HMIS does not systematically 
collect or report self-harm or suicide data within their 
system. This is despite their ability to do so because all 
suicides must legally have a post-mortem, and all post-
mortem procedures have to take place in a government 
medical institution. However, clinicians and health officials 
we interviewed did not know ICD codes existed for such 
deaths, highlighting a gap in the ‘official’ system whereby 
the infrastructure may exist, but individuals filling out 
paperwork are unaware. While the purpose of the study 
was to document death surveillance, interviewees also 
emphasized the complete lack of documentation within 
the health information system relating to suicide attempts.
Most health informants reported that no suicide death 
recording system existed at all within the health sys-
tem. One multilateral health organization official stated, 
“You see, HIV has a specific program, a funded surveil-
lance system that is completely separate from most of 
our reporting. So all the HIV cases and deaths, they get 
reported. But suicide, mental health, there’s no division 
[departments], no funding for that, so none of those 
deaths are captured systematically.” Often, clinicians 
highlighted the haphazard documentation of any patient 
cases, citing that the data were never utilized by anyone 
anyway, so there was no value in detailed documentation. 
For instance, post-mortem reports are kept both in police 
records and in the hospital records, but not one clinician 
noted ever aggregated the information or used the death 
data to inform their own work. The post-mortem reports 
were often cited as being conducted “for the police,” indi-
cating their value within the health system was negligible. 
One physician at a large government hospital noted, “The 
recording of [suicide] cases, it’s not so strictly regulated. I 
think in Nepal, we do a lot of things, but we do not record 
it or do any analysis of it […] Record keeping is the poor-
est thing that we do. Definitely”.
Moreover, doctors admitted that all cases are certainly 
not brought into the health system, so HMIS cannot pos-
sibly capture the true burden. Even bringing in dead bod-
ies for a post-mortem is challenging, as the burden for 
transport and related costs are borne by the family. One 
physician commented that when he worked in a rural 
district, many cases were not ever brought in because 
it might take days and thousands of rupees to move the 
body. Families could neither afford the fees nor the time, 
as the bodies should be burned as fast as possible. At the 
community level, Female Community Health Volunteers 
(FCHVs) are tasked with tracking all births and deaths 
within their catchment areas. However, a leader at a large 
INGO stated that FCHVs miss such events all the time, as 
they are preoccupied with maternal health related issues. 
FCHVs are incentivized to report and bring births into 
the health system, however, death reporting is not com-
pensated. Moreover, the FCHVs are often focused more 
on women and children than men, so their documenta-
tion would likely miss any male suicide events entirely.
A former official within the Ministry of Health and 
Population explained that the health system’s relative 
neglect of mental health to date may stem from the prac-
tice of the Joint Annual Review (JAR). This high-level 
meeting consists of macro level organizations (includ-
ing WHO, World Bank, DfID, USAID, etc.) and Nepal’s 
Ministry of Health discussing the progress and future 
priorities of Nepal’s health sector performance. When 
prompted to discuss whether mental health is discussed 
at these meetings, a retired government health official 
replied, “(laughing) Always. It’s the same story. It [men-
tal health] should be integrated. But the health ministers, 
they should be serious about it, no? It is always discussed 
but never acted on. The ministers come and they only 
look for their own area, ‘What can I do in my area?’” 
Political influences were believed to heavily affect the 
ministry’s priorities, leaving localities with historically 
little funding from development agencies, undeveloped 
indicators, and no immediate perceived need in min-
isters’ districts without a spot on the upcoming health 
agenda. Finally, despite interviewing several government 
and international development informants, no one could 
describe how data get to the WHO or why suicides might 
not get reported, besides the fact that HMIS was not 
responsible for reporting such deaths.
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Despite suicide recording, and health information 
recording in general, not being a high priority for the 
health respondents, some units did informally document 
suicide cases. In one patient record book, nurses indi-
cated with a red ‘S’ if a case was suspected to be a suicide. 
The nurse explained, “No. We never mark a case as sui-
cide. Not on the death certificate or in our reports. That’s 
the police’s job. We do sometimes indicate in our patient 
log a red ‘S’ if we suspect a suicide. But this information 
stays with us. We do not send it anywhere.”
One of the most notable findings was the persistent 
misconception among health workers that suicide was 
illegal and a punishable offense. It was often commented 
that cases were not reported because of the legal conse-
quences. One psychiatrist commented, “In Nepal suicide 
is a criminal offense, so lots of the cases they don’t get 
reported because of the stigma in the family and com-
munity, you know? They won’t want to get the police 
involved.” Additionally, health staff and other administra-
tive personnel were hesitant to document many details 
because of the legal sensitivity. A nurse explained that, 
“we cannot write down suicide in any of the documents. 
Only the police can do that. We can write poison case, if 
that is what the doctor wrote, but we never mention the 
intent.” Another physician that conducted post-mortems 
mentioned that, “Many of the junior doctors, we are 
nervous to write suicide. It is illegal so we might be called 
to court, what if we are wrong? We let the police do that.” 
Lack of documentation and reporting was often attrib-
uted to this belief. This was in stark contrast to the actual 
legal code, the Muluki Ain, which contains no reference 
to suicide as a punishable offense.
Role of the community and administration sector
Informants noted wide variation in the completeness, 
accuracy, and capability of the ‘surveillance system’ 
in Nepal, highlighting many needs and challenges for 
documenting a complicated cause of death. Deaths are 
recorded at the community level through Village Devel-
opment Committee offices (VDCs) or Municipality 
Offices. VDCs issue birth and death certificates. When 
interviewing VDC Secretaries (government appointed 
positions), both of whom had been in their position for 
well over a decade, the informants had never issued a 
cause of death as suicide. One VDC secretary explained 
why this was the case: “The family reports the cause of 
death directly to us. If it is anything other than a ‘natu-
ral’ death, we must inform the police and they will need 
to issue the death forms. That takes time…it’s a big has-
sle. So if the family just says it was a natural death, even 
if the individual was in their 20’s, the process is very fast 
and easy.” Often death certificates are not sought after; in 
fact, most often only in cases where property and wealth 
transfer legally require a death certificate of the previ-
ous owner are such forms filled out. In Nepal, property is 
generally held by the males in the family, so female deaths 
are nearly never reported to the VDC.
The VDCs are charged with reporting up to the Minis-
try of Federal Affairs and Local Development (MoFALD), 
a government division that is independent from the 
health and legal sectors of the country. A high-level 
multilateral organization official emphasized that there 
are no platforms for information sharing among VDCs, 
local health posts, and local police offices, so informa-
tion becomes fragmented and perhaps duplicated at the 
higher ministry levels. Multilateral organization officials 
also pointed to the varying priorities of the ministries 
and donor agencies as one reason death surveillance has 
not yet been prioritized: “Right now we are focused on 
documenting all births for maternal health indicators and 
vaccine coverage, things like that. There is funding there 
for that. So those are the priorities.” Often, high-level 
agencies were cited as controlling what information was 
prioritized and therefore recorded well. Without fund-
ing and checks and balances for deaths, and considering 
the complicated coordination needed among several dif-
ferent ministries, the pragmatics of accurately capturing 
something like suicides seemed impossible.
While police informants were confident that all deaths 
were investigated by their personnel without exception, 
community members interviewed insisted that suicide 
deaths would rarely be reported to the police for the fol-
lowing reasons: (1) it increased the time before death 
rituals could be initiated, (2) if reported to the police, the 
family might be suspected of murder, and (3) extra cost 
placed on family. One psychosocial worker explained, 
“These types of deaths (suicides), they do not get 
reported to the police. They are brought to the commu-
nity, and they decide if it is suspicious of murder. Only in 
that case would the police be called. Otherwise, it is han-
dled internally. The police, they complicate matters. They 
delay the funeral. It stays in the community”.
A Nepali multilateral-organization development 
worker discussed common mistrust of the police, stating 
that she would not believe what they report as they might 
be easily bribed: “Suicide is also, especially when it comes 
to domestic workers, women, suicide is such an excuse. 
It is clearly a murder or an abusive situation […] and the 
police do not always properly investigate […] I mean, 
there are cases that I do not trust the Nepal police, I don’t 
trust that all these cases are suicides.” A high-ranking 
police official mentioned that she knew of a doctor being 
bribed: “There was a case where they bribed 80,000 USD. 
The post-mortem report said suicide, but the dead body 
touched the ground, so the father-in-law, wife, and son 
were blamed for the woman’s death. Three people were 
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blamed for murder by the community. It was a big issue. 
But at the end it was the post-mortem report that was 
official, where they bribed the doctor to say suicide.”
Social network findings
To explore perceived reporting frameworks and subse-
quent variation across informants, each pictorial network 
was coded and digitized. Examples of informant net-
works can be found in Fig. 4. Nodes were coded to indi-
cate institutional type (see Fig.  4). Most networks were 
linear, where information exchange passed in one direc-
tion, with few instances of reciprocal exchange between 
institutions. Networks ranged from two to seven insti-
tutions involved in information exchange related to sui-
cide deaths. Large variation exists among the perceived 
networks. Some were simple and involved few actors, 
while others were very complex identifying many actors 
communicating across many institutions (Fig.  4). For 
example, a network drawn by a local psychosocial worker 
contained only two nodes, both at the community level, 
whereas the mean was over five, with some networks 
containing 10 nodes.
Informants that worked at a macro level (WHO, DfID, 
etc.) had generally larger and more complex networks 
compared to those working at the community level. For 
example, a psychiatrist working at a large government 
hospital drew a network where only police were involved 
in the data collection and suicide declaration process 
(Fig. 4). Despite denoting what the system was supposed 
to look like, many informants mentioned that the system 
was dysfunctional and disconnected. One multilateral 
organization official mentioned, “Everything is problem-
atic here in the system. Our systems are not strong, forms 
are not completed per the WHO or UN recommenda-
tions, and the suicide deaths in particular are not well 
captured in the system. The police are the only officials 
mandated to document and declare suicides.”
To determine which institutions ‘controlled’ the data 
most (either through data generation, classification, 
and data ‘ownership’) indegree was assessed by count-
ing the number of times a respondent indicated that a 
particular node received information from another node. 
Table  4 summarizes indegree by institution. Police had 
the majority of incoming data, suggesting that they ‘own’ 
and transform most of the suicide information into ‘fact’. 
However, whereas international macro-level institutions 
are ideally the final recipients of data, only four incoming 
ties were reported. Furthermore, the macro-level institu-
tions identified for such ties were the Central Bureau of 
Statistics—a Nepali based institution that only receives 
data from the national police headquarters. No inform-
ants reported in their pathways that information would 
travel up to the World Health Organization, the global 
institution ultimately responsible for identifying health 
priorities and rallying for resources.
Health bodies were also involved in much of the incom-
ing information, but as indicated in concurrent inter-
views, although a body may come into a hospital, doctors 
are not allowed to declare suicides, nor is ‘suicide’ ever 
indicated on a death certificate. Only police have the 
‘legal power’ to declare such deaths. One nurse even 
noted that many health professionals were nervous and 
scared to be involved in declaring suicidal cases—even 
if there was robust physical evidence to support such a 
cause of death—because it was not their ‘professional 
position’. The community, logically, has the majority of 
outgoing ties, suggesting that the source of data remains 
at the community level, which is ultimately responsi-
ble for initiating information sharing and official data 
collection.
Incoming and outgoing ties to each institution indicates 
how ‘central’ a particular node is to the network (i.e., con-
trolling information transfer). These results are depicted 
in Table  4. Police had the highest average betweenness 
measures compared to other institutions. This indicates 
that the police are capable of ‘controlling’ the most infor-
mation, as it has to pass through them more than any 
other node type. Individuals were extracted from their 
‘community’ category to demonstrate that once individu-
als provide the original ‘data’, information does not route 
through them again and therefore, they have the lowest 
‘control’.
Table 4 Extent of ‘control’ across institutional category
Police Health Community Development
Indegree, N (%) 46 (40) 36 (31) 30 (26) 4 (4)
Outdegree, N (%) 37 (32) 33 (28) 45 (39) 0
Police Health Community Individual Macro
Betweenness, range (average) 0–4 (1.11) 0–3 (0.63) 0–3
(0.41)
0 0
Terminal position, N 18 4 1 0 1
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Finally, in international ‘gold standard’ surveillance 
networks (World Health Organization, 1999), macro 
level institutions like the WHO are considered the ‘ter-
minal’ point of data deposits (e.g., countries report their 
national data to the WHO, which then assesses global 
health trends). However, no informants indicated that 
information arrived at the ‘macro’ WHO headquarters 
within Nepal. After being probed, no informants could 
describe the mechanism by which WHO received coun-
try-based suicide data, why the WHO did not use the 
police data related to suicide, or what was required of the 
health system for WHO to begin reporting Nepal’s sui-
cide rates. The highest level ‘terminal’ position inform-
ants mentioned was the Central Bureau of Statistics, an 
agency that collects data from the police headquarters 
and other government ministries.
Discussion
Reliable and accurate suicide surveillance is crucial to 
design, implement, and evaluate suicide prevention strat-
egies, with the aim of meeting targets such as WHO’s 
10  % reduction in national suicide rates [3]. This study 
sought to better understand how suicide knowledge and 
information, specifically suicidal data, pass between and 
among institutions in Nepal. The key findings were:
1. A discrepancy between perceived criminality of sui-
cide and actual legal codes;
2. The dominant role of police in collecting informa-
tion, reporting suicide, and interacting with families 
affected by suicide;
3. A lack of systematic nationally standardized 
approaches within the health system for documen-
tation and reporting of suicide, including limited 
communication channels between HMIS and global 
reporting (e.g., through WHO) of suicide statistics; 
and
4. Limited engagement of families in reporting suicide 
because of fear of legal entanglements anticipated 
with reporting suicide, anticipated stigma for families 
of suicide victims, and greater time and financial bur-
den compared to reporting natural deaths.
Overall, there was large variation across the partici-
pant perceived networks, whereby some networks were 
linear pathways dominated by a single institution (police 
or community) with few nodes involved in data trans-
mission, while others were complex and communica-
tive. Such disagreement suggests disconnection amongst 
institutions. Yazdizadeh et al. [64] found similar discon-
nectedness and disagreement in knowledge networks in 
Iran. In Nepal in particular, the health system is known 
to be fragmented and dominated by vertical programs 
[65–67]. Despite recent recognition that improved sur-
veillance systems in developing nations are crucial to 
improving human health [8, 68], little progress has been 
made [69]. Even in the United States, the National Vio-
lent Death Reporting System is only implemented in 18 
states, indicating the difficulty of achieving robust infor-
mation sharing processes [14]. Some lower income coun-
tries like India have official death registration systems, 
but they still face many challenges due to inefficient civil 
registration systems, variable standards for death certifi-
cation, and under-reporting of deaths [70–72].
The findings show that some informants perceive the 
suicide reporting pathways to bypass formal institutions 
altogether. In these cases, it may be that community 
based surveillance systems will perform more accu-
rately than relying on currently fractured systems. Cwik 
and colleagues successfully implemented such a sys-
tem alongside the White Mountain Apache tribe using 
locally appointed counselors to visit families, conduct an 
extended verbal-autopsy, and report to the public health 
agency [73, 74].
In Nepal, one attempt has been made to pilot a robust 
health demographic surveillance system, but several 
challenges were encountered in order to maintain its 
sustainability including garnering political support 
and approval, geographic challenges, lack of household 
addresses, and very low death registration [75]. These 
challenges are reflected in this current study, where few 
deaths are officially reported. Additionally, cause of death 
is reported by the family with no requirement for a medi-
cal certificate. Families may be unaware or unwilling to 
report accurate causes due to lack of medical services, 
education, difficult administrative processes, and stigma.
Because only certain statistics (births, HIV/TB preva-
lence) in Nepal are reported to multi-lateral institutional 
bodies that hold the majority of health development 
funding, suicide and non-disease-specific deaths disap-
pear from the global picture. This may further perpetu-
ate the focus on current diseases that receive the bulk of 
international aid dollars (HIV, TB), as they are the most 
closely tracked and reported of all global health indica-
tors. A recent study found that, although development 
assistance from international agencies has remained 
high, it did not align with recipient disease burdens [76]. 
HIV and maternal and child health remain the two most 
funded public health problems; however, mental health 
and health infrastructure lag far behind, particularly as 
mental health will soon be the leading cause of Disabil-
ity Adjust Life Years (DALYs) worldwide [77–79]. Nepal’s 
health programs have historically targeted women and 
children, shaping funding patterns and program devel-
opment to prefer gendered, female-based initiatives [80–
82]. Better integrating suicide and other violent deaths 
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into surveillance frameworks that are currently well 
established and funded within HIV and TB pathways may 
be one mechanism for increasing funding and success. 
However, the lack of alignment between disease burden, 
income, and funding reveals the need for improvement in 
resource allocation.
Importantly, social network analysis provides an 
important tool for exploring poorly understood and 
growing health systems, particularly in developing 
countries where documentation and monitoring is frag-
mented and infrequent [61]. Anthropologists have much 
to add to this discussion. Hull [83] argues that anthro-
pologists have overlooked the role of bureaucratic docu-
ments, pointing to their mediative role in relationships 
and experiences of justice. Health statistics, particu-
larly mortality data, produce ‘category fallacies,’ which 
result in the systematic misclassification of diseases and 
causes of death [26, 27, 45, 46, 84, 85]. When anthro-
pologists situate official state generated data within the 
larger political milieu, prevalent health conditions may 
be overshadowed by priorities to prove ‘success’ or ‘need’ 
for the state to maintain funding [44, 46, 86]. Health 
system development in particular has been couched 
as imperialistic and neglectful of social and structural 
drivers [87, 88]. These studies, therefore, use a critical 
interpretive approach to understanding of death in ways 
‘traditional’ numbers cannot [27, 89].
By exploring state-generated suicide statistics in a rap-
idly developing context (Nepal), the study expands upon, 
Erikson’s assertion that the production, use, and travel 
of health statistics are driven by geo-political-financial 
influences that shape perceptions, experiences, catego-
ries, and priorities of health [44, 90–94]. The current 
study demonstrates the complexity of death registration, 
and how particularly sensitive causes of death, like sui-
cide, might be neglected from the health system and sub-
sequent program planning all together. Nepal and other 
low income, high burden, countries may benefit from 
sparking collaboration between health, legal and admin-
istrative institutions at the community level. Increased 
communication about causes of death and subsequent 
program planning may initiate more confidence in docu-
mentation. Finally, demonstrating to local data recorders 
the utility of the data they create may improve the cur-
rent documentation practices. Programs that can suc-
cessfully use data to shape and improve outcomes may 
also inspire better and more connected data documenta-
tion and information sharing at the source of data crea-
tion, the community.
One final issue was the gendering of investigation, 
documentation, and reporting practices. Because of the 
popularization of the Maternal Morbidity and Mortal-
ity Survey that identified suicide as the leading single 
cause of death among women of reproductive age, as 
well as subsequent qualitative reviews emphasizing this 
issue [36], most health workers, policy makers, and other 
stakeholders reported attending primarily to suicide con-
sideration when investigating women’s deaths. Agen-
cies prioritized identifying and reporting female deaths, 
but often neglected to include men in such health pro-
gram-planning. Ultimately, this framed female suicides 
as a health problem, but not male suicide mortality. This 
demonstrates how public health reports and subsequent 
media attention can drive incomplete and inadequate 
investigation and reporting practices. Prioritizing the 
development of a representative death registration sys-
tem can help to provide timely and accurate information 
on causes of death so that development agencies do not 
rely only on verticle monitoring programs for specific 
diseases and populations.
Limitations
The current study reveals important disagreements and 
misunderstandings of how the vital surveillance sys-
tem should and does work in Nepal and offers impor-
tant steps forward in order to begin to address systemic 
issues in the current operation of information sharing, 
both within Nepal and in the context of global develop-
ment. Improved health information systems will further 
enhance the success of subsequent health improvement 
programs.
While the current study is novel and explores an 
under-studied topic, some limitations do exist. Inform-
ants often included both what they thought the system 
should be and how the system functioned in reality. This 
created inherent variation and ambiguity that is difficult 
to account for. Additionally, fewer police officials were 
engaged in the current research compared to health pro-
fessionals. Similarly, the results presented in this article 
are only those from Kathmandu. Results should be inter-
preted with caution due to the limited variation of the 
study’s sample. Finally, the analysis of the current project 
is highly descriptive and qualitative, and, as is typical of 
qualitative research, findings aimed at generalizability 
would need to follow a quantitative paradigm.
Recommendations
WHO’s guidance on Preventing Suicide calls for forma-
tion of national strategies [2] in order to meet the targets 
for suicide risk reduction in the WHO Action Plan [3]. 
Findings from the current study suggest the following 
recommendations for Nepal and other LMIC settings:
1. Raise awareness among health workers and interna-
tional public health researchers and policy makers 
about medico-legal issues regarding suicide. Health 
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workers, law enforcement, and international devel-
opment organizations should be versed in national 
legal codes related to suicide, as legal codes will affect 
reporting and documentation. A recent system-
atic review of 192 countries found that 25 countries 
have legal provisions making suicide illegal, and an 
additional 20 countries follow Islamic/Sharia law in 
which suicide attempts result in jail sentences [95]. 
Nepal was not among the countries in which sui-
cide attempts are criminalized. We similarly found 
that that suicidal behavior is not illegal in Nepal, a 
conclusion reached based on a review of the Muluki 
Ain legal code and interviews with multiple law-
yers and police officers. This finding conflicts with 
many publications and reports written on suicide 
in Nepal stating that it is a punishable crime [35, 
36, 39]. For example, one recent review of suicide 
in South Asia claimed that suicide was illegal in all 
South Asian countries except Sri Lanka [39]. How-
ever, legal review of South Asian policies revealed 
that suicide is illegal in Sri Lanka, Bangladesh, Paki-
stan, and, until recently, India [95]. Misinformation 
in peer-reviewed literature is problematic in that it 
propagates false information and perpetuates stigma-
inducing rumors. Misinformation about suicide’s 
legal nature by public health researchers reinforces 
barriers to appropriate reporting and mental health 
services. Through the education of government offi-
cials, particularly police, forensic doctors, and other 
officials involved in suicide death documentation and 
communication with families, myths and subsequent 
stigma may be dispelled. Additionally, the education 
of media professionals about the legal status of sui-
cidal behavior can also enhance community aware-
ness of both suicide prevention resources and non-
stigmatizing information related to suicides.
2. Collaborative, multi-sectoral approaches, especially 
partnerships between law enforcement and the health 
system are needed for reliable and accurate surveil-
lance, and ultimately for effective suicide prevention. 
The WHO Preventing Suicide report calls for multi-
sectoral partnerships and the findings from Nepal 
illustrate the shortcomings when such partnerships 
are not in place. The lack of coordination and com-
munication between law enforcement and health 
systems has led to potentially inaccurate estimations 
of suicide prevalence and has impeded collabora-
tive prevention efforts. Lack of partnership between 
these groups also likely contributes to multilateral 
organizations, such as the WHO, not receiving rep-
resentative statistics across reporting stakeholders. 
Collaborative teams that involve law enforcement, 
legal representation, mental and physical health, and 
other social services is now the rule for appropri-
ate responses to gender-based violence (GBV). For 
example, persons affected by GBV can receive ser-
vices in “one-stop” centers that integrate all of these 
sectors. Similar approaches could facilitate improved 
reporting of suicidal behaviors, as well as help assure 
that affected persons can receive care to prevent 
future behaviors and risks in family members. Col-
laboration can also support shared accountability, 
rather than approaches to shift to only health care 
involvement. By keeping law enforcement engaged 
this can address issues, such as the suspected high 
co-occurrence of suicidal behavior among victims of 
GBV. There is increasing precedent for effective law 
enforcement-mental health collaborations in LMIC, 
such as the Crisis Intervention Team (CIT) model 
which has been successful in Liberia [96], which is 
also a setting in which police have been the default 
party involved for attempted suicides.
3. Suicide registries should be established which allow 
direct entry of information from various health, law 
enforcement, and social service sectors. Exclusive 
ownership and accountability for reporting that falls 
only into the purview of one sector may underes-
timate certain types of self-injury and certain risk 
groups. A recent systematic review of suicide data 
and policies in South Asia points out the lack of col-
laborative registries that would address this short-
coming [39]. In Nepal, we found that suicide data 
are ‘owned’ by the police force, reinforcing the mis-
perception that it is illegal and categorizing it as a 
legal issue, rather than a health issue. Such a practice 
removes an important cause of mortality from the 
health decision-making, and ultimately from compet-
ing for what little resources do exist to address health 
issues in poor settings. Identifying and resolving 
principal contradictions among bureaucratic institu-
tions, biomedicine, and culturally congruent under-
standings of mortality is essential to uncovering the 
cultural propagation of mortality data. Exploring data 
‘transactions’ and bureaucratic categorization allows 
us to ‘study up’ the issue of suicide, offering oppor-
tunities to reveal both the socio-cultural processes 
by which health statistics get produced and how the 
discourses used at varying levels of social authority 
and power shape how death is endorsed and under-
stood [97]. The anthropological community has high-
lighted concerns related to the governance, oversight, 
and the impact of high profile public health efforts on 
state health care systems [98].
4. Anti-stigma efforts are needed to reduce discrimina-
tion of persons with self-harm behavior and among 
groups at risk for self-harm. The WHO Preventing 
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Suicide report also highlights the need for stigma pre-
vention to improve surveillance, as well as to encour-
age care-seeking and other preventative measures. In 
Nepal, prior research has shown that mental health is 
highly stigmatized through local concepts of “brain-
mind” problems (Nepali: dimaag ko samasya) [99, 
100]. Suicide, similarly, is seen as a brain-mind prob-
lem [101]. Campaigns are needed to raise awareness 
about the causes of suicide, and to combine report-
ing and seeking services. Raising awareness that sui-
cide is not a crime will also hopefully contribute to 
reducing stigma. Stigma against suicidal behavior is 
also prevalent in healthcare settings, as evidenced 
by these findings in Nepal, as well as through other 
studies in LMIC [102]. There is a range of models for 
reducing mental health stigma settings, including 
reducing stigma associated with self-harm behaviors 
[103], and these endeavors need to be expanded to 
develop an evidence base for suicide stigma reduc-
tion in LMIC.
5. Community-based detection and reporting should be 
explored as a complement to institutional surveil-
lance practices. In Brazil, Nations and colleagues 
found that community-based surveillance systems 
produced much more accurate and detailed infant 
mortality data compared to that of official health 
statistics [45, 104]. Community-based solutions for 
detection of public health threats have been success-
ful in Nepal for tuberculosis [105] and for mater-
nal mortality [65]. Pyakurel et  al. (2014) specifically 
called for better detection of suicide cases in Nepal, 
providing some preliminary evidence that Female 
Community Health Volunteers (FCHVs) are an ideal 
candidate for monitoring and reporting deaths. As 
many suicide deaths remain unreported within the 
community, using FCHVs as a strategy may improve 
the lack of police reporting as well as issues related 
to stigma. Researchers have pointed to the impor-
tance of using community informed detection tools 
for early identification and referral for mental health 
issues [106]. Training FCHVs in the implementation 
of such tools alongside a formal collaborative report-
ing strategy with health and police institutions may 
drastically improve suicide reporting.
Conclusions
Death surveillance, and suicide surveillance in par-
ticular, remains a fragmented, poorly understood, and 
disconnected process in Nepal. Results indicate an 
urgent need for better communication of data systems 
and their frameworks among those involved in their 
functioning, particularly health institutions as they 
remain key stakeholders in the communication and 
prioritization of health issues. As multi-lateral agencies 
(UN, WHO, etc.) grow their investment in Nepal, the 
country is rapidly experiencing health system growth 
and data systems are the crux of decision making and 
resource allocation. Further research exploring com-
munication pathways, effectiveness, and the quality of 
health systems and information systems in resource-
poor settings is necessary for a better understanding of 
what policies and programs are urgently needed to bet-
ter capture, and ultimately address, hidden health bur-
dens around the world.
Abbreviations
CIT: Crisis Intervention Team; DfID: Department for International Development; 
FCHV: Female Community Health Volunteer; GBV: gender Based violence; 
HMIS: health management information system; LMIC: low and middle income 
countries; MoFALD: Ministry of Federal Affairs and Local Development; UNICEF: 
United Nations International Children’s Emergency Fund; USAID: United States 
Agency for International Development; VDC: Village Development Committee; 
WHO: World Health Organization.
Authors’ contributions
AKH carried out the study conception and design, led data collection, 
conducted the analysis and drafted the manuscript. UM participated in data 
collection, assisted with analysis, and contributed to the manuscript. BAK 
revised the manuscript critically and supervised the project. All authors read 
and approved the final manuscript.
Author details
1 School of Human Evolution and Social Change, Arizona State University, 
Tempe, USA. 2 Health Research and Social Development Forum, Kath-
mandu, Nepal. 3 Duke Global Health Institute and Department of Psychiatry 
and Behavioral Sciences, Duke University, Durham, NC, USA. 
Acknowledgements
The authors are deeply grateful for the valuable advice and mentorship of 
Transcultural Psychosocial Organization (TPO) Nepal, particularly Mr. Nagendra 
Luitel and Mr. Nawaraj Upadhaya. We are also gracious for the assistance of 
Nobel College and its faculty, particularly Dr. Shyam Lohani, and other Nepali 
collaborators including Ms. Seema Khadka and Dr.Namrata Pradhan.
Availability of data and supporting materials
Qualitative coding queries and code book information may be requested from 
the first author. Institutional suicide surveillance and reporting data are not 
available from the authors. For this information, researchers are encouraged to 
directly contact law enforcement and health institutions in Nepal.
Competing interests
The authors declare that they have no competing interests.
Funding
The following research was supported by the U.S. National Science Founda-
tion Doctoral Dissertation Improvement Grant #1459811 to AKH. In addi-
tion, BAK was supported by the National Institute of Mental Health (K01 
MH104310).
Received: 23 October 2015   Accepted: 10 May 2016
References
 1. World Health Organization. Suicide rates per 100,000 by country, year 
and sex (Table). 2011.
 2. World Health Organization. Preventing suicides: a global imperative. 2014.
Page 18 of 19Hagaman et al. Int J Ment Health Syst  (2016) 10:46 
 3. World Health Organization. Mental health action plan 2013–2020. 2013.
 4. Thacker SB, Qualters JR, Lee LM. Public health surveillance in the United 
States: evolution and challenges. MMWR. 2012;61(Suppl):3–9.
 5. Bertolote JM, Fleischmann A, Butchart A, Besbelli N. Suicide, suicide 
attempts and pesticides: a major hidden public health problem. Bull 
World Health Organ. 2006;84:260.
 6. Steenkamp M, Frazier L, Lipskiy N, DeBerry M, Thomas S, Barker L, Karch 
D. The National Violent Death Reporting System: an exciting new tool 
for public health surveillance. Inj Prev. 2006;12(suppl 2):3–5.
 7. Zhou W, Xiao S. Existing public health surveillance systems for mental 
health in China. Int J Ment Health Syst. 2015;9(1):1–6.
 8. Nsubuga P, Nwanyanwu O, Nkengasong J, Mukanga D, Trostle M. 
Strengthening public health surveillance and response using the 
health systems strengthening agenda in developing countries. BMC 
Public Health. 2010;10(Suppl 1):S5.
 9. Allebeck P, Allgulander C, Henningsohn L, Jakobsson SW. Causes of 
death in a cohort of 50,465 young men–validity of recorded suicide as 
underlying cause of death. Scand J Soc Med. 1991;19(4):242–7.
 10. Jobes DA, Berman AL, Josselson AR. Improving the validity and reliabil-
ity of medical-legal certifications of suicide. Suicide Life Threat Behav. 
1987;17(4):310–25.
 11. Rockett IR. Counting suicides and making suicide count as a public 
health problem. Crisis. 2015;31:227.
 12. Rockett I, Kapusta ND, Bhandari R. Suicide misclassification in an inter-
national context: revisitation and update. Suicidol Online. 2011;2:48–61.
 13. Bostwick JM, Pankratz VS. Affective disorders and suicide risk: a reexami-
nation. Am J Psychiatry. 2014;157:1925.
 14. Powell V, Barber CW, Hedegaard H, Hempstead K, Hull-Jilly D, Shen X, 
Weis M. Using NVDRS data for suicide prevention: promising practices 
in seven states. Inj Prev. 2006;12(suppl 2):28–32.
 15. Karch DL, Logan JE. Data consistency in multiple source documents 
findings from homicide incidents in the national violent death report-
ing system, 2003–2004. Homicide Stud. 2008;12(3):264–76.
 16. Saymah D, Tait L, Michail M. An overview of the mental health system in 
Gaza: an assessment using the World Health Organization’s Assessment 
Instrument for Mental Health Systems (WHO-AIMS). Int J Ment Health 
Syst. 2015;9(1):1–8.
 17. World Health Organization. WHO–AIMS Report on mental health 
system in Nepal. World Health Organisation and Ministry of Health and 
Population, Nepal. 2006. http://www.who.int/mental_health/evidence/
nepal_who_aims_report.pdf. Accessed 15 Sept 2015.
 18. World Health Organization. WHO-AIMS: mental health systems in 
selected low-and middle-income countries: a WHO-AIMS Cross-
national Analysis. 2010: World Health Organization.
 19. Burrows S, Laflamme L. Assessment of accuracy of suicide mortality 
surveillance data in South Africa. Crisis. 2007;28(2):74–81.
 20. O’Carroll PW. A consideration of the validity and reliability of suicide 
mortality data. Suicide Life Threat Behav. 1989;19(1):1–16.
 21. Porter TM. Trust in numbers: The pursuit of objectivity in science and 
public life. Princeton: Princeton University Press; 1996.
 22. US. Department of Health and Human Services (HHS), Office of the 
Surgeon General, and National Action Alliance for Suicide Prevention. 
National strategy for suicide prevention: goals and objectives for action. 
Washington, DC: HHS; 2012.
 23. Kleinman A. Rethinking psychiatry. New York: Simon and Schuster; 
2008.
 24. Kleinman A. Concepts and a model for the comparison of medical 
systems as cultural systems. Social Science and Medicine. Part B. Med 
Anthropol. 1978;12:85–93.
 25. Kleinman A. Depression, somatization and the “new cross-cultural 
psychiatry”. Soc Sci Med (1967). 1977;11(1):3–9.
 26. Trostle JA. Epidemiology and culture, vol. 13. Cambridge: Cambridge 
University Press; 2005.
 27. Trostle JA, Sommerfeld J. Medical anthropology and epidemiology. Ann 
Rev Anthropol. 1996;1:253-274.
 28. Clegg L. Our dream is a world full of poverty indicators: the US, 
the World Bank, and the power of numbers. New Polit Econ. 
2010;15(4):473–92.
 29. Harper I. Anthropology, DOTS and understanding tuberculosis control 
in Nepal. J Biosoc Sci. 2006;38(1):57.
 30. Harper RH. Inside the IMF: an ethnography of documents, technology 
and organisational action. Abingdon: Routledge; 1998.
 31. Ticktin M. Where ethics and politics meet. Am Ethnolog. 
2006;33(1):33–49.
 32. Hacking I. The social construction of what? Massachusetts: Harvard 
University Press; 1999.
 33. James EC. The political economy of ‘trauma’in Haiti in the democratic 
era of insecurity. Cult Med Psychiatry. 2004;28(2):127–49.
 34. Campbell M. Mapping social relations: A primer in doing institutional 
ethnography. Toronto: University of Toronto Press; 2002.
 35. Suvedi BK, Pradhan A, Barnett S, Puri M, Chitrakar SR, Poudel P, Hulton 
L. Nepal maternal mortality and morbidity study 2008/2009: Summary 
of preliminary findings. 2009, Family Health division, Department of 
Health Services, Ministry of Health, Government of Nepal: Kathmandu, 
Nepal.
 36. Pradhan A, Poudel P, Thomas D, Barnett S. A review of the evidence: sui-
cide among women in Nepal. National Health Sector Support Program. 
Ministry of Health and Population: Kathmandu; 2011. p. 117.
 37. Khan M. Suicide on the Indian subcontinent. Crisis. 2002;23(3):104–7.
 38. Khan M. Suicide prevention and developing countries. J R Soc Med. 
2005;98(10):459–63.
 39. Jordans MJ, Kaufman A, Brenman NF, Adhikari RP, Luitel NP, Tol WA, 
Komproe I. Suicide in South Asia: a scoping review. BMC Psychiatry. 
2014;14(1):358.
 40. World Health Organization. WHO recommended surveillance standards. 
1999.
 41. World Health Organization. Global health observatory: Nepal. 2011.
 42. World Health Organization. 2012 age-standardized suicide rates, data 
by country. Geneva: World Health Organization; 2014.
 43. Fairclough N, Mulderrig J, Wodak R. Critical discourse analysis. Discourse 
studies: a multidisciplinary introduction. 2011. p. 357–78.
 44. Erikson SL. Global Health Business: the production and performa-
tivity of statistics in Sierra Leone and Germany. Med Anthropol. 
2012;31(4):367–84.
 45. Nations MK, Amaral ML. Flesh, blood, souls, and households: cultural 
validity in mortality inquiry. Med Anthropol Quart. 1991;5(3):204–20.
 46. Scheper-Hughes N. Demography without numbers. Anthropological 
demography: toward a new synthesis, 1997: p. 201–22.
 47. Scheper-Hughes N. Small wars and invisible genocides. Soc Sci Med. 
1996;43(5):889–900.
 48. Scheper-Hughes N. Embodied knowledge: thinking with the body in 
critical medical anthropology. Assess Cult Anthropol. 1994: 229–39.
 49. UNDP. Nepal Human Development Report 2009. Kathmandu: United 
Nations Development Programme.
 50. Lamichhane P, Puri M, Tamang J, Dulal B. Women’s status and violence 
against young married women in rural Nepal. BMC Women’s health. 
2011;11(1):19.
 51. Rai SK, Rai G, Hirai K, Abe A, Ohno Y. The health system in Nepal—an 
introduction. Environ Health Prev Med. 2001;6(1):1–8.
 52. Bernard HR. Research methods in anthropology: qualitative and quanti-
tative approaches. Rowman Altamira; 2011.
 53. Guest G, Bunce A, Johnson L. How many interviews are enough? 
An experiment with data saturation and variability. Field Methods. 
2006;18(1):59–82.
 54. Baer HA, Singer M, Susser I. Medical anthropology and the world 
system. ‎Santa Barbara: Greenwood Publishing Group; 2003.
 55. Singer M, Baer H. Critical medical anthropology. Amityville: Baywood 
Publishing Company; 1995.
 56. Bernard HR. Research methods in anthropology. Lanham: Rowman 
Altamira; 2011.
 57. Borgatti SP, Mehra A, Brass DJ, Labianca G. Network analysis in the social 
sciences. Science. 2009;323(5916):892–5.
 58. Freeman LC. Centrality in social networks conceptual clarification. Soc 
Netw. 1979;1(3):215–39.
 59. Latour B. Reassembling the social-an introduction to actor-network-
theory. Reassembling the social-an introduction to actor-network-
theory, by Bruno Latour, Foreword by Bruno Latour. Oxford: Oxford 
University Press; 2005. p. 316.
 60. Scott J. Social network analysis. Sociology. 1988;22(1):109–27.
 61. Blanchet K, James P. How to do (or not to do)… a social network analy-
sis in health systems research. Health Policy Plan. 2012;27(5):438–46.
Page 19 of 19Hagaman et al. Int J Ment Health Syst  (2016) 10:46 
 62. Freeman LC. A set of measures of centrality based on betweenness. 
Sociometry. 1977:35–41.
 63. Nepal National Government. The Muluki Ain (General Code). 1963.
 64. Yazdizadeh B, Majdzadeh R, Alami A, Amrolalaei S. How can we estab-
lish more successful knowledge networks in developing countries? 
Lessons learnt from knowledge networks in Iran. Health Res Policy Syst. 
2014;12(1):63.
 65. Pyakurel R, Sharma N, Paudel D, Coghill A, Sinden L, Bost L, Roy K. 
Cause of death in women of reproducitve age in rural Nepal obtained 
through community-based surveillance: is reducing maternal mortality 
the right priority for women’s health programs? Health care for women 
international, 2014 (ahead-of-print): p. 1–8.
 66. Citrin D. The anatomy of ephemeral care: Health, hunger, and short-
term humanitarian intervention in northwest Nepal. 2013.
 67. Justice J. Policies, plans, and people: Foreign aid and health develop-
ment, Vol. 17. Berkeley: Univ. of California Press; 1989.
 68. London L, Bailie R. Challenges for improving surveillance for pesticide 
poisoning: policy implications for developing countries. Int J Epidemiol. 
2001;30(3):564–70.
 69. Murray CJ. Towards good practice for health statistics: lessons 
from the millennium development goal health indicators. Lancet. 
2007;369(9564):862–73.
 70. Aaron R, Joseph A, Abraham S, Muliyil J, George K, Prasad J, Minz S, 
Abraham VJ, Bose A. Suicides in young people in rural southern India. 
Lancet. 2004;363(9415):1117–8.
 71. Mathers CD, Ma Fat D, Inoue M, Rao C, Lopez AD. Counting the dead 
and what they died from: an assessment of the global status of cause of 
death data. Bull World Health Organ. 2005;83(3):171–7.
 72. World Health Organization. Suicide and suicide prevention in Asia. In: 
Hendin H, Phillips MR, Vijayakumar L, Pirkis J, Wang H, Yip P, Wasserman 
D, Bertolote JM, Fleischmann A, editors. 2008.
 73. Cwik MR, Barlow A, Tingey L, Larzelere-Hinton F, Goklish N, Walkup 
JT. Nonsuicidal self-injury in an American Indian reservation com-
munity: Results from the White Mountain Apache surveillance system, 
2007–2008. J Am Acad Child Adolesc Psychiatry. 2011;50(9):860–9.
 74. Mullany B, Barlow A, Goklish N, Larzelere-Hinton F, Cwik M, Craig M, 
Walkup JT. Toward understanding suicide among youths: results from 
the White Mountain Apache tribally mandated suicide surveillance 
system, 2001–2006. Am J Public Health. 2009;99(10):1840.
 75. Aryal UR, Vaidya A, Shakya-Vaidya S, Petzold M, Krettek A. Establishing a 
health demographic surveillance site in Bhaktapur district, Nepal: initial 
experiences and findings. BMC Res Notes. 2012;5(1):489.
 76. Dieleman JL, Graves CM, Templin T, Johnson E, Baral R, Leach-Kemon 
K, Murray CJ. Global health development assistance remained steady 
in 2013 but did not align with recipients disease burden. Health Aff. 
2014;33(5):878–86.
 77. Mathers CD, Loncar D. Projections of global mortality and burden of 
disease from 2002 to 2030. PLos Med. 2006;3(11):e442.
 78. Peden M, McGee K, Krug E. Injury: a leading cause of the global burden 
of disease. Geneva: World Health Organization; 2002.
 79. Ferrari AJ, Charlson FJ, Norman RE, Patten SB, Freedman G, Murray 
CJ. Burden of depressive disorders by country, sex, age, and year: 
findings from the global burden of disease study 2010. PLos Med. 
2013;10(11):e1001547.
 80. Ministry of Health and Population (MoHP) Nepal, ICF International. 
Nepal Demographic and Health Survey 2011. 2012, Ministry of Health 
and Population, New ERA, and Macro International Inc: Kathmandu.
 81. Shrestha B, Gauchan Y, Gautam G, Baral P. Nepal National Health 
Accounts: 2006/07–2008/09. 2012, Health Economics and Financ-
ing Unit, Ministry of Health and Population, Government of Nepal: 
Kathmandu.
 82. Byrne A, Hodge A, Jimenez-Soto E, Morgan A. What works? Strate-
gies to increase reproductive, maternal and child health in difficult to 
access mountainous locations: a systematic literature review. PLoS ONE. 
2014;9(2):e87683.
 83. Hull MS. Documents and Bureaucracy. Annu Rev Anthropol. 
2012;41:251–67.
 84. Nichter M. Global health: Why cultural perceptions, social representa-
tions, and biopolitics matter. Tucson: University of Arizona Press; 2008.
 85. Nichter M. Cultural interpretations of states of malnutrition among 
children: a South Indian case study. Med Anthropol. 1985;9(1):25–48.
 86. Kertzer DI, Fricke TE. Anthropological demography: toward a new 
synthesis. Chicago: University of Chicago Press; 1997.
 87. Clark J. Medicalization of global health 2: the medicalization of global 
mental health. Global health action. 2014; 7.
 88. Summerfield D. Global mental health” is an oxymoron and medical 
imperialism. BMJ. 2013;346:f3509.
 89. Lock M, Scheper-Hughes N. A critical-interpretive approach in medical 
anthropology: Rituals and routines of discipline and dissent. Med 
Anthropol: Contemporary theory and method; 1990. p. 47–72.
 90. Adams V, Burke NJ, Whitmarsh I. Slow Research: thoughts for a Move-
ment in Global Health. Med Anthropol. 2014;33(3):179–97.
 91. Desrosières A. The politics of large numbers: a history of statistical 
reasoning. Cambridge: Harvard University Press; 2002.
 92. Foucault M, Rabinow P, Rose NS. The essential Foucault: selections from 
essential works of Foucault, 1954–1984. New York; New Press: 2003.
 93. Lampland M. False numbers as formalizing practices. Soc Stud Sci. 
2010;40(3):377–404.
 94. Lampland M, Star SL. Standards and their stories: how quantifying, 
classifying, and formalizing practices shape everyday life. Ithaca: Cornell 
University Press; 2009.
 95. Mishara BL, Weisstub DN. The legal status of suicide: a global review. Int 
J Law Psychiatry. 2015;44:54–74.
 96. Kohrt BA, Blasingame E, Compton MT, Dakana SF, Dossen B, Lang F, 
Strode P, Cooper J. Adapting the Crisis Intervention Team (CIT) Model 
of Police-Mental Health Collaboration in a Low-Income, Post-Conflict 
Country: curriculum Development in Liberia, West Africa. Am J Public 
Health. 2015;105(3):e73–80.
 97. Nader L. Up the anthropologist: perspectives gained from studying up. 
1972.
 98. Pfeiffer J, Nichter M. What can critical medical anthropology contribute 
to global health? Med Anthropol Q. 2008;22(4):410–5.
 99. Kohrt BA, Hruschka DJ. Nepali concepts of psychological trauma: the 
role of idioms of distress, ethnopsychology and ethnophysiology 
in alleviating suffering and preventing stigma. Cult Med Psychiatry. 
2010;34(2):322–52.
 100. Kohrt BA, Harper I. Navigating diagnoses: understanding mind-body 
relations, mental health, and stigma in Nepal. Cult Med Psychiatry. 
2008;32(4):462–91.
 101. Kohrt BA, Maharjan SM, Timsina D, Griffith JL. Applying Nepali ethnop-
sychology to psychotherapy for the treatment of mental illness and 
prevention of suicide among Bhutanese refugees. Ann Anthropol Pract. 
2012;36(1):88–112.
 102. Hagaman AK, Wagenaar BH, McLean KE, Kaiser BN, Winskell K, Kohrt BA. 
Suicide in rural Haiti: clinical and community perceptions of prevalence, 
etiology, and prevention. Soc Sci Med. 2013;83:61–9.
 103. Henderson C, Noblett J, Parke H, Clement S, Caffrey A, Gale-Grant 
O, Schulze B, Druss B, Thornicroft G. Mental health-related stigma 
in health care and mental health-care settings. Lancet Psychiatry. 
2014;1(6):467–82.
 104. Sousa JR, Nations M. Multiple perceptions of infant mortality in Ceara 
State, Brazil. Cad Saude Publica. 2011;27(2):260–8.
 105. Newell JN, Baral SC, Pande SB, Bam DS, Malla P. Family-member DOTS 
and community DOTS for tuberculosis control in Nepal: cluster-ran-
domised controlled trial. Lancet. 2006;367(9514):903–9.
 106. Jordans MJ, Luitel NP, Tomlinson M, Komproe IH. Setting priorities 
for mental health care in Nepal: a formative study. BMC Psychiatry. 
2013;13(1):332.
